Background: Family accommodation has been studied in obsessive compulsive disorder using the Family Accommodation Scale (FAS) and predicts greater symptom severity, more impairment, and poorer treatment outcomes. However, family accommodation has yet to be systematically studied among families of children with other anxiety disorders. We developed the Family Accommodation Scale-Anxiety (FASA) that includes modified questions from the FAS to study accommodation across childhood anxiety disorders. The objectives of this study were to report on the first study of family accommodation across childhood anxiety disorders and to test the utility of the FASA for assessing the phenomenon. 
INTRODUCTION
Family accommodation describes the ways in which family members, particularly parents, change their behavior so as to help a relative to diminish or avoid the distress caused by a disorder. [1] Family accommodation has been extensively studied in obsessive compulsive disorder (OCD), and has been found to be an important variable for both clinical course and treatment outcomes. [2] However, we know of no systematic reports of the phenomenon in other anxiety disorders, outside of OCD. In this article, we briefly review findings regarding accommodation in OCD and present a first study of accommodation in other childhood anxiety disorders, as well as a tool for assessing the phenomenon among parents of anxious children.
ACCOMMODATION IN OCD
In OCD, family accommodation describes modifications to parental behaviors [1, 3] such as participation in rituals, providing reassurance, and assisting a child in avoiding situations that trigger symptoms. In some cases, accommodation may be forcefully imposed by the child, who reacts to attempts to reduce accommodation with coercive and disruptive behaviors that can be quite extreme. [4, 5] The Family Accommodation Scale (FAS) [3] was developed to systematically assess accommodation among the relatives of individuals with OCD and has been increasingly used in studies of both children and adults. [2, [6] [7] [8] [9] The FAS is an intervieweradministered tool, but a modified version of the scale, with truncated items, has also been used repeatedly as a self-report measure. [8, [10] [11] [12] Overall, the FAS has good internal consistency, discriminant validity, and high interrater reliability. [3, 12, 13] Studies of accommodation in pediatric OCD have reported high frequency of accommodating behaviors. [13] Accommodation has been linked to the degree of symptom severity and impairment, as well as to treatment outcomes. [6, 7, 10, 11] Higher rates of family accommodation before treatment are associated with less therapeutic gains and more refractoriness, and successful treatment is associated with reduced accommodation. [10, [14] [15] [16] An analysis of data from the largest and most systematic trial of OCD treatment in childhood [17] found that family accommodation was one of only five variables that predicted treatment outcomes. [18] Despite this emerging knowledge base, accommodation has rarely been considered in relation to other anxiety disorders.
FAMILY ACCOMMODATION IN ANXIETY DISORDERS
Anxiety disorders are the most common psychiatric problems of childhood. [19] That anxiety in children will generally trigger behaviors that are oriented toward caretakers has long been recognized, [20] and attachment behaviors are generally accepted to be part of the anxious response across mammalian species. Various systemic approaches have described the interpersonal nature of anxiety disorders and the role of a number of family factors has been investigated, including attachment, rearing strategies, and intrafamily conflict. [21] [22] [23] The value of involving family members in treatment [24] has also been studied, with mixed results. Some early studies showed an increase in treatment response when a parent component was added to the child's treatment. [25, 26] Other studies have not supported the added benefit of parental involvement. [27] However, no systematic study of accommodation has as yet been undertaken among families of children with anxiety disorders.
Accommodation in anxiety disorders can take many forms, both similar and different from what is seen in OCD. For example, a child with separation anxiety disorder may require his parents to sleep next to him or to respond to multiple phone calls; one with social phobia may have her parents speak in her place; phobias can cause parents to avoid situations, or even words, that trigger fear; a child with generalized anxiety may seek constant reassurance; or a child with panic symptoms may rely on an adult's accompaniment. Some accommodation is likely inevitable, and may be the natural expression of empathy for a child's distress. But, as the findings above suggest, greater accommodation can have negative implications for the course of the disorder and for treatment outcomes.
One reason that accommodation has not been studied systematically in anxiety disorders may be the absence of measures designed for this purpose. However, among children with OCD, family accommodation has been tied with overall anxiety as well as with OCD symptom severity. [7] The goal of the present study was twofold: First, to report on the degree of accommodation reported by parents of anxious children and examine the relation of accommodation to severity of anxiety and depressive symptoms. Second, to test the usability and preliminary psychometric properties of the Family Accommodation Scale-Anxiety (FASA). FASA is an adaptation of the items from the FAS, modified with the authors' permission for use in all anxiety disorders. To better understand the role of accommodation, we chose to include a comparison sample of children not seen specifically for anxiety disorders, who displayed significant symptoms of anxiety within the context of other problems.
MATERIALS AND METHODS

PARTICIPANTS
Parents of school age children were recruited for the study in three locations: two anxiety disorders specialty clinics (one in the United States N = 29; and one in Israel N = 21) and one general outpatient clinic (in the United States) that serves a diverse population (N = 25).
Participants in the specialty clinics were recruited based on meeting DSM IV TR criteria for a presenting complaint of at least one anxiety disorder. Participants who presented with OCD were excluded from the study. Participants in the general outpatient clinic were recruited based on elevated anxiety symptoms reported at intake, defined as a score above 23 on parent-report Screen for Child Anxiety Related Emotional Disorders (SCARED). [28] Recruiting a sample of children from a nonspecialty clinic allowed for a broader view of accommodation in children experiencing elevated symptoms of anxiety. We report on comparisons between the specialty clinic and general clinic samples. Evaluations and diagnoses were made by experienced clinicians with expertise in anxiety. Patients participated in an in-depth expert evaluation, and diagnoses were agreed upon in team meetings led by senior clinicians. Structured interviews were administered by qualified and trained interviewers, blind to the research goals and to any previous clinical evaluations of the patient. Written measures were administered in the clinical setting, in the presence of the interviewer. Participants gave signed informed consent and the study was approved by the respective institutional review boards.
One parent (or other primary caretaker) completed the assessments for each child. The majority of informants were mothers (74.7%), followed by fathers (21.3%) and other primary-caretaker relatives (4%).
MEASURES Family Accommodation Scale-Anxiety (FASA).
A pilot version of the FAS [1] and the finalized instrument [3] were developed for use with relatives of individuals with OCD. With the author's permission, we adapted those instruments to create an accommodation scale for use with other anxiety disorders. Reworded versions of the nine accommodation items from the pilot FAS [1] were used for our self-report version of the instrument. Whereas on the pilot FAS three of these items were clinician scored using a scale from "No" to "Extreme," we coded all nine items on a 5-point Likert-type scale from 0 (Never) to 4 (Daily), to better fit parental self-report. [28] . SCARED is a 41-item measure of childhood anxiety, that provides five factors including somatic, generalized, separation, school, and social anxiety as well as an overall total score. [29] . ADIS is a semistructured diagnostic interview that may be administered to a parent. It has been found to be a reliable and valid measure of anxiety disorders in youth. [30] The ADIS was administered to participants in the anxiety disorders specialty clinics, but not the general outpatient clinic.
Anxiety Disorders Interview Schedule For DSM-IV (ADIS)
Mood and Feelings Questionnaire (MFQ) [31] . MFQ is a 34-item scale consisting of phrases descriptive of symptoms of depression.
DATA ANALYSIS
For each item on the FASA, we report on the percentage of parents who endorsed each possible answer and provide means and standard deviations for the total FASA scores as well as for the accommodation, distress, and consequences item-groups. Results are presented for the anxiety clinics and the general outpatient clinic as well as for the total sample combined. Internal consistency on the FASA is assessed using Cronbach's α. Divergent and convergent validity are examined using the relation of the FASA to the measures of anxiety and depressive symptoms. Multiple regression is used to probe the relation of accommodation to specific disorders or domains of anxiety and we use rotated principal axis factor analysis to explore the factorial structure of the FASA. Table 1 summarizes the characteristics of the sample (N = 75) according to their clinic of origin. Only 40% of children met criteria for a single anxiety disorder diagnosis, 26% percent met criteria for two diagnoses, and 34% fit at least three anxiety disorder diagnoses. The most common anxiety disorder was generalized anxiety disorder (68%), followed by separation anxiety and specific phobias (38%), social phobia (22%), and panic disorder with or without agoraphobia (10%). Among children presenting at the general outpatient clinic, 64% met criteria for two diagnoses and the most common diagnoses were adjustment disorders (36%), anxiety disorder not otherwise specified (28%), disruptive behavior disorders (24%), attention deficit hyperactivity disorder (20%), and mood disorders (12%). Comparisons of the two anxiety disorder specialty clinic samples did not reveal significant differences in the prevalence of disorders (χ 2 values ranged from <0.1 to 1.9, all p values were >.1), level of accommodation (t (48) = 0.8, p = .42), severity of anxiety symptoms (t (48) = 0.54, p = .59), or age of the children (t (48) = 0.65, p = .51). Therefore, the two specialty clinic samples are combined for the purpose of data analysis. Overall level of anxiety symptoms as measured by SCARED, was higher in the general outpatient sample. However this is most likely an artifact of including only children whose total score was at least 23. Within the anxiety specialty clinic sample, 62% of children met this criterion, and their reported level of accommodation was significantly higher (t (48) = 3.7, p < .01) compared to those whose SCARED scores were below 23. No significant differences were found between specialty and general outpatient samples in age (t (73) = 0.9, p = .37), gender (χ 2 (1) = 0.4, p = .5), or the level of accommodation reported (t (73) = 1.8, p = .08). Depressive symptoms were significantly higher in the general outpatient clinic sample (t (73) = 4.9, p < .01). Socioeconomic situation (SES), based on highest parent education and income bracket, was lower in the general outpatient sample (t (73) = 7.3, p < .01).
RESULTS
1 How often did you reassure your child? Never 4 5.3 4 8.0 0 0 1-3 times a month 6 8 3 6.0 3 12.0 1-2 times a week 14 18.7 10 20.0 4 16.0 3-6 times a week 17 22.7 12 24.0 5 20.0 Daily 34 45.3 21 42.0 13 52.0 2 How often did you provide items needed Never 41 54.7 33 66.0 8 32.0 because of anxiety? 1-3 times a month 5 6.7 2 4.0 3 12.0 1-2 times a week 6 8 3 6.0 3 12.0 3-6 times a week 7 9.3 4 8.0 3 12.
PREVALENCE OF FAMILY ACCOMMODATION
Virtually all parents (97.3%) endorsed at least some level of family accommodation and most (76%) reported both participation in symptoms and modification of the family's routines, due to the anxiety. Most parents also reported experiencing distress resulting from accommodation (70.7%), and negative consequences of not accommodating the child's symptoms (85.3%). Among the negative consequences, exacerbation of the child's anxiety and distress were most common (73.3%). But the child becoming angry or abusive was also frequently reported (56%). Table 1 summarizes mean scores on the FASA and subscales. Children seen in the specialty anxiety clinics did not differ significantly from anxious children seen in the general outpatient clinic on level of accommodation or specific elements of accommodation, distress, or negative consequences.
Family accommodation was not associated with the age of the anxious child, but child gender was associated with accommodation in the specialty clinic sample, such that parents of girls reported more accommodation than parents of boys (t (48) = 3.14, p < .01). SES was not associated with accommodation. However in the general outpatient sample, there was a moderate trend toward a positive correlation that approached statistical significance (r (23) = .39, p = .054).
To test the relation of specific anxiety disorder diagnoses with the degree of reported accommodation, we conducted a stepwise multiple regression analysis using dichotomous variables, representing the presence or absence of each diagnosis, as predictors. A significant model emerged (F (1,48) = 11.2, p < .01) which explained 17.3% of accommodation variance. Only the presence of separation anxiety disorder was a significant variable (β = 0.435, p < .01). However, total number of diagnoses was significantly correlated with the degree of accommodation (r (48) = .299, p < .05). Stepwise regression analysis for the relation of SCARED subscales to degree of accommodation, produced a significant model (F (2,72) = 17.4, p < .001) that explained 30.7% of variance. Significant variables included the school anxiety subscale (β = 0.356, p < .01) and generalized anxiety subscale (β = 0.317, p < .01). Multicollinearity between these variables was low, as indicated by tolerance level of 0.81 (VIF = 1.234).
INTERNAL CONSISTENCY
The nine FASA accommodation items displayed high internal consistency in the entire sample, as well as for each locus. Cronbach's α values were 0.90 and 0.91 for the specialty and general clinics, respectively. Deletion of any one item did not significantly impact α.
FACTORIAL STRUCTURE
Exploratory factor analysis was employed as this is the first test of the FASA, and because of sample size considerations. To account for potential correlations between factors, rotated principal axis factor analysis (Promax rotations) was conducted on the nine FASA accommodation items. Following Hayton et al. (2004) , [32] parallel analysis was used to determine retention criteria. Fifty random data sets with identical dimensions were generated and the 95th percentile of resulting explained variance was used to determine critical eigenvalues. This method produced a two-factor model, corresponding to the Participation and Modification items. Table 3 summarizes the factor-analytical results. The two-factor model determined by the parallel analysis accounted for 62.2% of variance and was supported by the scree-test method, see Figure 1 , as well as conforming to the K1 rule for retaining factors with eigenvalues above 1. 
CONVERGENT AND DIVERGENT VALIDITY
Family accommodation, as measured by total FASA score, was significantly correlated with the severity of anxiety symptoms, as measured by SCARED, in the total sample (r (73) = .45, p < .001) and specialty anxiety clinics (r (48) = .45, p < .001). In the smaller sample of anxious children seen at the general outpatient clinic the correlation of FASA with SCARED was nonsignificant (r (23) = .267, p = .196).
Divergent validity was assessed by testing the association of FASA scores to depression, as measured by MFQ. When controlling for the significant correlation between depressive and anxious symptoms, the partial correlation of FASA to MFQ was insignificant (r (70) = .17, p = .155). By contrast, partial correlation of FASA to SCARED remained significant even after controlling for MFQ scores (r (70) = .29, p < .05).
DISCUSSION
We report on family accommodation in a sample of children and adolescents presenting with anxiety disorders at two specialty clinics for pediatric anxiety, and a comparison sample of high-anxiety children presenting at a general outpatient clinic. Overall, results confirm that family accommodation is prevalent among families of children suffering from various anxiety disorders, as has previously been shown to be the case in OCD. [2, 6, 7] In fact, the results closely resemble those that have been reported in OCD. Additionally, the results support the potential of the FASA as a brief parent-report tool for assessing family accommodation among families of children with anxiety disorders, as well as children presenting for other reasons who exhibit elevated anxiety. Moreover, the similar results obtained from the samples included in this study support the hypothesis that the construct of family accommodation is broadly applicable across anxiety disorders, as well as cultural milieus. Factor analysis produced an intuitively valid two-factor structure, including participation and modification, that largely concurs with what has been reported in OCD. [33] Family accommodation was found to be positively correlated with the overall severity of anxiety symptoms. Within the subsample of children seen in a general outpatient clinic, the relation of accommodation to the level of reported anxiety was nonsignificant. However, this may be due in part to the truncated range of SCARED scores in that sample. Investigation of particular domains of anxiety and their relation to family accommodation produced mixed results. Among the anxiety disorders specialty clinic sample, the disorder that predicted most accommodation was separation anxiety. This is intuitively understandable as separation anxiety is both more common in younger children [34] who are likely to look to their parents for reassurance and regulation, and because the disorder is inherently parent-bound. The core symptoms of separation anxiety, that is, the unwillingness to separate from parents, make it a natural fit for accommodation to occur. By contrast, specific phobia which is likely to be more isolated and less tied to other forms of anxiety was actually nonsignificantly related to lower levels of accommodation in this sample. However, using the SCARED subscales as predictors and including the entire sample in the analysis revealed symptoms of generalized anxiety and school anxiety to be the most powerful predictors of accommodation.
The most important implication of this study is the need for more research into the role that family accommodation may play in shaping the clinical course of anxiety disorders, and their treatment. In the case of OCD, accommodation has been repeatedly found to be an important predictor of poorer treatment outcomes, for both behavioral and pharmacological interventions. [18] Accommodation has also been shown to be reduced when treatment is successful. [2] If this holds true across a broader range of anxiety disorders, it would point to the importance of treatment interventions that specifically target family accommodation. Other questions relate to the particular kinds of accommodation that are most important, and to the means with which children may impose accommodation on their families. Coercive behaviors among children with OCD have been reported to be very common, leading to greater accommodation and are associated with greater symptom severity. [4, 5, 35] The overall similar results from two heterogeneous samples point to the applicability of the construct and the measure across different situations. Parents of children seen in the general outpatient clinic reported similar levels of accommodation to those seen specifically for anxiety related problems. The negative consequences of not accommodating and the degree of distress that accommodating caused the parents also did not differ between the two samples. In addition, children seen in specialty clinics in two different countries did not differ significantly in the level of accommodation reported by their parents.
The results of this study must be interpreted in light of some limitations. One limitation is the absence of parent characterization, apart from SES. Data on parental levels of anxiety or other symptomatology would enrich our understanding of the complex interactions between parent and child characteristics in the context of family accommodation. This is particularly important in light of previously reported links between parental anxiety and symptoms of childhood anxiety. [36] In the absence of multiple informants and repeated time points, it is also difficult to ascertain with confidence the reliability of the scale or its sensitivity to change and treatment effects. This limitation is mitigated however by the very close adoption of the items from the FAS, which has demonstrated high reliability and good overall psychometric properties. [3, 12, 13] Sample size was small for factor analysis. No accepted guidelines exist, but two widely used rules of thumb call for either five [37] or ten [38] participants per scale item and the current sample size falls between these two parameters. Nevertheless, more research into the properties of the FASA, as well as its relation to other clinical data is required and underway.
CONCLUSION
Family accommodation, which is an important construct in OCD, is common across childhood anxiety disorders and is associated with the severity of anxiety symptoms. The FASA is a brief, easily administered tool that shows promise as a means of assessing the presence, magnitude, and character of family accommodation in childhood anxiety disorders. The FASA can inform clinical care as well as serving in future research into this important phenomenon.
